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A B S T R A C T

Objectives. This intervention was
implemented to reduce the prevalence
of cigarette smoking among women.

Methods. We used community or-
ganization approaches to create coali-
tions and task forces to develop and im-
plement a multicomponent intervention
in 2 counties in Vermont and New
Hampshire, with a special focus on pro-
viding support to help women quit
smoking. Evaluation was by preinter-
vention and postintervention random-
digit-dialed telephone surveys in the in-
tervention counties and the 2 matched
comparison counties.

Results. In the intervention coun-
ties, compared with the comparison
counties, the odds of a woman being a
smoker after 4 years of program activi-
ties were 0.88 (95% confidence in-
terval = 0.78, 1.00) (P = .02, 1-tailed);
women smokers’ perceptions of com-
munity norms about women smoking
were significantly more negative (P =
.002, 1-tailed); and the quit rate in the
past 5 years was significantly greater
(25.4% vs 21.4%; P=.02, 1-tailed). Quit
rates were significantly higher in the in-
tervention counties among younger
women (aged 18 to 44 years); among
women with household annual incomes
of $25000 or less; and among heavier
smokers (those who smoked 25 or more
cigarettes daily).

Conclusions. In these rural coun-
ties, community par ticipation in
planning and implementing interven-
tions was accompanied by favorable
changes in women’s smoking behav-
ior.(Am J Public Health. 2000;90:
940–946)
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Since 1972, several multicomponent,
community-based programs have been con-
ducted to reduce cardiovascular risk factors,
including cigarette smoking. In earlier trials,
such as the North Karelia Project,1 the Stan-
ford Three-City Project,2 and the Swiss Na-
tional Research Program,3 cigarette con-
sumption or the prevalence of smoking was
reduced. In more recent trials, such as the
Stanford Five-City Project,4 the Minnesota
Heart Health Program,5 the Pawtucket Heart
Health Program,6 and the Heart to Heart Pro-
ject,7 results were mixed, with some showing
intervention effects on smoking behavior4,5

but not others.6,7

Several community trials have specifi-
cally addressed smoking. The North Coast
“Quit for Life” program in Australia was ac-
companied by significant declines in the
prevalence of smoking in both the town re-
ceiving only the media campaign and the
town receiving the media campaign plus a
community program.8 Declines were more
sustained over time in the latter town. The
Community Intervention Trial for Smoking
Cessation (COMMIT) study showed no effect
on smoking in cross-sectional analyses be-
yond favorable secular trends.9 However, co-
hort analyses showed a significantly greater
quit rate for light to moderate smokers than
for heavy smokers.10 The Neighbors for a
Smoke Free North Side study showed a
significant reduction in smoking prevalence,
especially among women, after 2 years of
grassroots community organization and
intervention.11

In the mid-1980s, the decline in smok-
ing prevalence among US women was lag-
ging behind that of men.12 The paucity of re-
search on strategies to accomplish large-
scale smoking cessation among women at
that time, and women’s needs for social sup-
port while quitting, their need for assistance
with coping with negative affect in the ab-
sence of smoking, and their concerns about

weight gain following quitting,13,14 led us to
focus this project exclusively on women
smokers. Assessing community capacity and
involving community members in the plan-
ning and implementation of community-
based interventions by tailoring what is done
to the needs and abilities of the community
are thought to be important factors in im-
proving the chances of success of such inter-
ventions.15–17 The Community Coalitions to
Help Women Quit Smoking project used
participatory community organization to
plan and provide widespread support to
women smokers as they tried to change their
smoking behavior.16 In this article, we de-
scribe the results of this community inter-
vention trial, which took place between 1989
and 1994.

Methods

The goal of this project was to reduce
the prevalence of smoking among women
aged 18 to 64 years, with special emphasis on
lower-income women of childbearing age,
among whom smoking was most prevalent.
The intervention objectives were to increase
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motivation and intention to quit smoking
and confidence in “staying quit” despite
weight gain and negative affect; to increase
awareness of, access to, and use of cessation
activities or support for staying quit; and to
strengthen perceived norms and available
support to help women quit smoking. We
conceived the achievement of these objec-
tives in a community setting through commu-
nity members’ participation in planning and
implementation.16

We used social cognitive theory,18 the
transtheoretical model of behavior change,19

diffusion of innovation theory,20 and com-
munications theory21 to guide the content,
approach, and reach of the intervention. We
used the PRECEDE framework of predis-
posing factors (attitudes, beliefs), enabling
factors (skills, barriers), and reinforcing fac-
tors (social support, norms) involved in be-
havior change to integrate the overall objec-
tives of the intervention program with the
evaluation plan.22

The design was nonrandomized with
2 pairs of demographically matched counties
assessed preintervention and postinterven-
tion. Two counties in Vermont and 2 in New
Hampshire were selected through a system-
atic process to ensure demographic similarity
based on data from the 1980 US census. One
county in each state was adjacent to the other.
These were designated the intervention coun-
ties, giving geographic separation of mass
media markets between conditions. In 1990,
the total population of the intervention coun-
ties, Windham County, Vt, and Cheshire
County, NH, was 111 709 (41 588 and 70
121), of whom 35 382 (12 904 and 22 478)
were women aged 18 to 64 years. The total
population of the comparison counties, Rut-
land County, Vt, and Belknap County, NH,
was 111357 (62141 and 49216), of whom
34480 (19473 and 15007) were women aged
18 to 64 years.

Intervention

Community organization. We con-
ducted interviews with key informants in
each intervention county to identify commu-
nity members who supported the goals of
this project. Offices were then set up in each
intervention county staffed by a community
coordinator, a health educator, and a staff as-
sistant recruited from these counties. Each
community coordinator formed a local plan-
ning group, and the program was named
“Breathe Easy.” Each county’s planning
group formed a coalition, and each coalition
recruited volunteers to serve on 5 working
groups: support systems, health profession-
als, educators, worksites, and mass media.
One coalition consolidated these working

groups into 3—support services, communi-
cations, and advocacy—the following year.

Planning. The project investigators
prepared an outline of suggested activities
for these working groups, and each plan-
ning group reviewed it. With local modifi-
cations, these activities were subsequently
adopted as each county’s first annual plan.
The second year’s annual plans were drawn
up by each coalition, with less input from
the investigators. The third and fourth years
of annual plans were devised almost en-
tirely by each coalition, with very little
input from the investigators.

Each annual plan included specific mea-
surable objectives for each working group to
be accomplished or initiated during the fol-
lowing 12 months. During the first 3 inter-
vention years, 67 of 78 (86%), 107 of 127
(84%), and 80 of 85 (94%), respectively, of
these objectives in one county and 62 of 79
(78%), 122 of 134 (91%), and 73 of 95
(77%) in the other were either accomplished
or ongoing at the end of each year. During the
fourth year, the annual plans contained 32
and 21 objectives, respectively, which were
either completed or ongoing at the time that
planned withdrawal of external support for
the community offices took place. The last
2 annual plans in each county included strate-
gies to institutionalize the Breathe Easy pro-
grams, which became legally incorporated
not-for-profit organizations in their respec-
tive states during the fourth year. Details of
these annual plans are available on request.

Activities. Support systems to help
women quit smoking were developed in the
first year and included individual proactive
telephone peer support, in which trained vol-
unteer female ex-smokers provided support
to women by telephone during their efforts
to quit,23 and support groups for women
who had quit, which were led by trained vol-
unteer facilitators. During the second year, a
29-minute videotape showing 4 young Ver-
mont women going through the process of
quitting smoking was produced and widely
distributed through health professionals’ of-
fices and video outlets at no cost.24,25 In the
third year, free smoking cessation classes,
with a focus on dealing with negative affect,
were organized on a monthly basis.

Primary care physicians and, later, den-
tists and dental hygienists were introduced to
the Breathe Easy resources for quitting
smoking available to their female patients
and were encouraged to help them set quit
dates and make referrals to the telephone
peer support system, cessation classes, and
support groups. Special Supplemental Nutri-
tion Program for Women, Infants, and Chil-
dren (WIC) public health nurses and family
planning counselors were trained in a brief

smoking cessation protocol and use of the
Breathe Easy referral systems for their
clients. Participating health professionals re-
ceived regular feedback on how the support
systems were working and were given refer-
ral forms and self-help materials as needed.26

Presentations were made, self-help ma-
terials were offered, and the availability of
Breathe Easy resources was described to
community college, technical, and high
school health educators and adult basic edu-
cation professionals. Workplace initiatives
included presentations to businesses and
worksites and assistance with smoking poli-
cies, cessation classes, and self-help materi-
als. Media initiatives included newsprint and
radio and, to a lesser extent, television and
made use of paid advertisements, feature
stories about smoking, information about the
help available in each community for quit-
ting, and profiles of local women seeking
help and attempting to quit. In addition,
health fairs and other public events were
used to recruit volunteers and publicize the
help available through Breathe Easy. A tip
sheet with referral form and telephone num-
ber for Breathe Easy and pamphlets about
the risks of smoking and benefits of quitting,
at fifth- to sixth-grade reading level, were
produced and widely distributed to health
professionals’ offices, high schools, col-
leges, businesses, and worksites.

Evaluation and Measurement

The summative evaluation was based on
random-digit-dialed telephone surveys at
baseline in year 1, before program implemen-
tation, and again in year 5, immediately fol-
lowing the planned withdrawal of external
support for the Breathe Easy community of-
fices. The target sample size for these inde-
pendent cross-sectional surveys was 6800
adult women aged 18 to 64 years. The survey
instrument included demographic and smok-
ing history items used in the COMMIT
study.27 The other measures we used have
been described previously14 and are summa-
rized here.

Smoking behavior. Women who reported
smoking fewer than 100 cigarettes in their life
were defined as nonsmokers. Those who had
smoked more than this but reported no longer
smoking were regarded as ex-smokers and
were further categorized as recent ex-smokers
if they had quit smoking within the past
5 years. Women who reported smoking an av-
erage of 1 or more cigarettes per day were de-
fined as current smokers, and women who
smoked fewer than 1 cigarette per day were
defined as nonsmokers. Additional items in-
cluded average daily cigarette consumption,
number of serious quit attempts lasting at
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least 24 hours in the past 12 months, and
length of longest attempt.

Attitudes toward quitting smoking. We
used items devised by Russell et al.28 to as-
sess intention and motivation to quit smok-
ing. Measures of confidence in being able to
stop smoking and confidence in being able
to control weight or to handle stress, anger,
or boredom after quitting smoking14 were
combined into a confidence scale having a
mean value between 1 and 4, with a Cron-
bach α of 0.68.

Perceptions of social support. Women
smokers’ perceptions of how helpful their
partner, family, friends, community mem-
bers, or health professionals would be if they
quit smoking14 were combined into a social
support scale having a mean value between 1
and 4, with a Cronbach α of 0.68.

Perceptions of norms. Women smokers’
perceptions of how their family, friends, and
other community members feel about women
who smoke were each assessed on a 5-point
scale, ranging from the feeling that women
“definitely should not smoke” (1 point) to
“it’s okay to smoke as much as you want”
(5 points).14

Availability of smoking cessation re-
sources. In year 5, perceived availability of
information about smoking; booklets, pam-
phlets, and videotapes about smoking cessa-
tion; smoking cessation groups; stay-quit
support groups; individual support for quit-
ting; and advice from doctors, nurses, and
other professionals were each assessed on a
4-point scale, ranging from “probably not
available” (1 point) to “very easy to get”
(4 points).

Program recognition and media cover-
age of smoking. Items concerning recognition
of the community cessation program and
media coverage of smoking also were in-
cluded in year 5. The media coverage items
asked whether the respondent had seen,
heard, or read anything about smoking during
the past 6 months.

Evaluation surveys. A random-digit-
dialed sampling plan, stratified by geographic
area, was used to select the sample from each
county with a Waksberg approach.29 A com-
puter-aided telephone interviewing system
was used.30 Experienced female interviewers
were trained on the content of the survey in-
strument, computer-aided telephone inter-
viewing procedures, subject eligibility crite-
ria, interviewing methods, and procedures for
callbacks and nonresponse. Ten percent of all
interviews were regularly monitored in real
time by experienced survey supervisors dur-
ing randomly selected interviews.

The baseline survey was conducted
from October 1989 to June 1990, and the
year 5 follow-up survey was conducted

from September 1993 to April 1994. The
overall sample sizes were 6379 and 6436,
respectively. Up to 8 callbacks were used
with evening and weekend schedules and re-
sulted in response rates of 79.1% for the
baseline survey and 89.9% for the year 5 sur-
vey of eligible households with working
telephones.31

We used SAS statistical software for
data management.32 Statistical analyses were
conducted with SUDAAN,33 with poststrati-
fication for age based on the 1990 census fig-
ures. Comparisons used the DESCRIPT,
CROSSTAB, and LOGISTIC procedures,
with a 5% significance level. Probability lev-
els were 2-tailed for baseline comparisons.
Because the a priori main hypothesis was that
more favorable changes would be observed
in the intervention counties relative to the
comparison counties, a 1-tailed test of signif-
icance was used to assess differences within
conditions between years 1 and 5 and be-
tween conditions in year 5.

To match the unit of analysis with that of
the design, sample size estimates were based
on precision estimates derived from a within-
stratum cluster variance equation.34 Precision
estimates for smoking prevalence used a
Bernouilli measure of s2 =0.21, an average
cluster size of 1700, 2 clusters per study con-
dition, and an intraclass correlation coeffi-
cient of 0.001. The overall SE of the smoking
point prevalence estimate within each study
condition was estimated to be 0.8%. The com-
parison of changes in smoking prevalence be-
tween baseline and year 5 surveys was esti-
mated to have an SE of 1.1%. Similar SE
values were expected for the comparison of
smoking prevalence values for the year 5 sur-
vey, and a 2-sample t test with 2 degrees of
freedom would have about 75% power to de-
tect a 3.5% difference in smoking prevalence.

Results

Baseline Comparisons

At baseline, no significant differences
were found between intervention and com-
parison conditions in the proportion of smok-
ers, recent ex-smokers, and nonsmokers or in
the years of education or income. Differences
were seen in age, marital status, and propor-
tion of employed women (Table 1). Fewer
than 2.5% of the respondents in either condi-
tion were non-White.

As shown in Table 2, no significant dif-
ferences were found between conditions
at baseline in cigarette consumption, number
of previous serious quit attempts, length of
longest attempt, quit rates, recent ex-smokers’
cigarette consumption in the last year they

smoked, and number of quit attempts in that
last year.

Among current smokers, attitudes to-
ward quitting and staying quit were generally
similar at baseline, except that in the compar-
ison counties, smokers tended to have higher
levels of motivation to stop smoking (P=.04,
2-tailed; not shown). Perceptions of social
support for quitting and perceived norms
concerning women smoking did not differ by
condition.

Smoking Prevalence

As shown in Table 2, smoking preva-
lence in year 5 was significantly lower in the
intervention counties than in the comparison
counties by 2 percentage points, a relative
difference of 7.8%. Smoking prevalence also
had declined significantly since baseline in
the intervention counties but not in the com-
parison counties.

Adjustments in Smoking Prevalence
for Differences in Demographics

Because age, marital status, and working
for pay affect smoking prevalence,11 and be-
cause each differed significantly between
conditions at baseline, we used logistic regres-
sion analysis to adjust for these differences.
These analyses confirmed (1) the baseline
equivalence in smoking prevalence—in the
intervention counties, compared with the
comparison counties, the odds of being a
smoker were 0.96 (95% confidence interval
[CI]=0.85, 1.08, P= .47); (2) the decline in
smoking prevalence between baseline and
year 5 in the intervention counties, but not in
the comparison counties—the odds of being a
smoker in the intervention counties at year 5
compared with baseline were 0.88 (95% CI=
0.79, 1.00, P=.025), whereas in the compari-
son counties the odds were 0.95 (95% CI=
0.85, 1.08, P= .20); and (3) the lower preva-
lence of smoking at year 5 in the intervention
counties—in the intervention counties, com-
pared with the comparison counties, the odds
of being a smoker were 0.88 (95% CI=0.78,
1.00, P=.02).

Smokers’ Behavior

As shown in Table 2, among current
smokers in both conditions, average daily
cigarette consumption declined significantly
since baseline but was significantly lower in
year 5 in the intervention counties than in the
comparison counties. The average number of
serious quit attempts increased significantly
in both conditions; the average longest quit
attempt was significantly greater in the inter-
vention counties in year 5 compared with
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baseline but did not increase significantly in
the comparison counties.

Quitting in the Past 5 Years and Recent
Ex-Smokers’ Behavior

In year 5, the quit rate in the past 5 years
was significantly greater in the intervention
counties than in the comparison counties.
Among recent ex-smokers in the intervention
counties, cigarette consumption in the last

year they smoked diminished significantly,
and serious quit attempts increased compared
with baseline (P = .09); in the comparison
counties, both cigarette consumption and se-
rious quit attempts decreased, but not signifi-
cantly (Table 2).

Smokers’Attitudes

As shown in Table 2, between baseline
and year 5, intention to stop smoking in the

next month and motivation to stop did not
change significantly in either condition, but
motivation to continue smoking diminished.
The confidence scale declined significantly
in both conditions but did not differ between
conditions in year 5. Within the confidence
scale, 3 components—confidence in quit-
ting, controlling weight, and handling stress
without smoking—decreased significantly
in both conditions. The other 2 compo-
nents—confidence in handling anger or han-
dling boredom—did not change significantly
in either condition (data not shown; available
on request). Perceptions of social support did
not differ between conditions in year 5 but
had declined significantly in the comparison
condition since baseline.

Smokers’ Perceived Norms

Between baseline and year 5, smokers’
perceptions of family norms concerning
women smoking did not change significantly
in either condition, whereas perceptions of
friends’ norms concerning women smoking
were less negative in the comparison counties
(Table 2). Smokers’ perceptions of commu-
nity norms concerning women smoking were
significantly more negative in both condi-
tions at year 5 than at baseline and were sig-
nificantly more negative (i.e., even more in
agreement that women should not smoke) in
year 5 in the intervention counties than in the
comparison counties.

TABLE 1—Demographics and Smoking Status at Baseline

Intervention Counties Comparison Counties P a

Age, y, mean±SE 37.8±0.23 38.6±0.23 .01
Education, %±SE

<High school 7.8±0.51 8.1±0.50 .66
High school 38.3±0.89 38.3±0.86 .96
>High school 53.9±0.90 53.6±0.91 .77

Income, category,b mean±SE 2.8±0.02 2.9±0.02 .20
Married, yes, %±SE 66.9±0.90 70.4±0.84 .005
Work for pay, yes, %±SE 76.8±0.80 73.6±0.82 .005
Smoking statusc

Current smokers, %±SE 26.1±0.80 26.6±0.81 .66
Recent ex-smokers, %±SE 8.0±0.48 8.2±0.52 .84
Nonsmokers, %±SE 65.9±0.86 65.2±0.92 .61

aP values are 2-tailed.
bHousehold income was assessed in 4 categories: (1) <$10000, (2) $10000 to $25000,

(3) >$25000 to <$40000, and (4) ≥$40000.
cCurrent smokers were women who reported smoking an average of 1 cigarette per day, 

recent ex-smokers were ever smokers who reported having quit smoking in the past 5
years, and nonsmokers were never smokers and ever smokers who had not smoked for
more than 5 years.

TABLE 2—Smoking Behavior, Attitudes, and Perceived Norms: Cross-Sectional Surveys,Year 1 to Year 5

Intervention Counties Comparison Counties

Year 1 Year 5 P a Year 1 Year 5 P a Pb

Smoking behavior
Current smokers, % 26.1 ± 0.8 23.8 ± 0.8 .025 26.6 ± 0.8 25.8 ± 0.8 .24 .04
Cigarettes/d 19.3 ± 0.4 17.3 ± 0.3 < .001 20.1 ± 0.4 18.3 ± 0.3 <.001 .02
No. of quit attempts lasting ≥24 h 0.85 ± 0.2 1.68 ± 0.2 < .001 0.81 ± 0.1 1.59 ± 0.1 <.001 .31
Longest time quit, d 35.5 ± 4.1 51.8 ± 7.7 < .03 38.5 ± 6.3 40.5 ± 5.7 .41 .12

Ever smokers
Quit in last 5 years, % 23.5 ± 1.29 25.4 ± 1.43 .16 23.5 ± 1.31 21.4 ± 1.37 .14 .02
Cigarettes/d before quitting 20.3 ± 1.05 17.2 ± 0.72 < .01 18.7 ± 0.74 17.7 ± 0.91 .20 .33
Attempts in year before quitting 1.88 ± 0.14 2.55 ± 0.48 .09 2.09 ± 0.15 1.89 ± 0.10 .14 .09

Smokers’ smoking-related attitudes
Intention to stop, range 1–5 2.29 ± 0.04 2.25 ± 0.04 .26 2.39 ± 0.04 2.35 ± 0.04 .24 .06
Motivation to stop, range 1–4 3.08 ± 0.04 3.11 ± 0.04 .26 3.18 ± 0.03 3.15 ± 0.04 .27 .24
Motivation to continue, range 1–4 2.83 ± 0.03 2.75 ± 0.04 .04 2.84 ± 0.03 2.70 ± 0.03 .001 .16
Confidence scale, range 1–4 2.81 ± 0.03 2.69 ± 0.02 < .001 2.81 ± 0.02 2.66 ± 0.03 <.001 .22
Social support scale, range 1–4 3.41 ± 0.02 3.37 ± 0.02 .09 3.41 ± 0.02 3.35 ± 0.02 .04 .31

Smokers’ perceived norms
Family, range 1–5 2.06 ± 0.05 2.03 ± 0.05 .37 2.03 ± 0.04 2.03 ± 0.04 .46 .45
Friends, range 1–5 2.76 ± 0.04 2.75 ± 0.05 .45 2.68 ± 0.04 2.80 ± 0.04 .02 .19
Community, range 1–5 2.34 ± 0.05 2.09 ± 0.04 < .001 2.39 ± 0.04 2.26 ± 0.04 <.01 .002

Note. All values are percentage or mean ± SE.
aP for 1-tailed test comparing year 5 with year 1 within intervention or comparison counties.
bP for 1-tailed test comparing intervention and comparison counties in year 5.
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Because special efforts were made to
involve lower-income women of childbear-
ing age, we examined the relations between
quitting in the past 5 years and age and in-
come. As shown in Table 3, the quit rate
among women in the intervention counties,
compared with the comparison counties, was
significantly greater among those aged 18 to
44 years and those with household incomes
of $25 000 or less, but it was not signifi-
cantly greater among women aged 45 to
64 years or those with household incomes
greater than $25000. The quit rate also was
significantly greater among women in the
intervention counties smoking 25 cigarettes
or more per day but not among those smok-
ing fewer than 25.

Among recent ex-smokers, the propor-
tions who reported not smoking in the
7 days before the survey or in the 3 months
before the survey were significantly greater
in the intervention counties than in the
comparison counties. The proportion who
reported not smoking in the 6 months be-
fore the survey was also greater, but not
significantly.

Availability of Smoking Cessation
Materials and Services

In year 5, as reported by smokers and
recent ex-smokers, information about smok-
ing and booklets, pamphlets, and videotapes
about smoking cessation all were signifi-
cantly easier to obtain in the intervention
counties than in the comparison counties.
Similarly, smoking cessation classes, sup-
port groups for women who had quit, sup-
port from ex-smokers, and advice from doc-
tors and nurses about quitting smoking were
each significantly more easily available in
the intervention counties than in the com-
parison counties (Table 4).

Program Recognition

In year 5, significantly larger propor-
tions of smokers and recent ex-smokers in
the intervention counties, compared with the
comparison counties, reported the presence
of an organized program for smoking cessa-
tion for women in their area. More than 80%
could recall that this program was named
Breathe Easy.

Media Messages

In year 5, significantly larger proportions
of smokers and recent ex-smokers in the inter-
vention counties reported hearing about
smoking-related issues on the radio in the past
6 months, and significantly larger proportions
of smokers reported reading about smoking-
related issues in newspapers than in the com-
parison counties. Significantly smaller pro-
portions of both smokers and ex-smokers in
the intervention counties reported seeing
smoking-related issues on television than in
the comparison counties (Table 4).

Discussion

This community-based educational inter-
vention to help women quit smoking showed
consistent effects on women’s smoking behav-
ior, with a reduction in the prevalence of cur-
rent smokers and an increase in the proportion
of those who had quit in the past 5 years.
Higher quit rates were seen among those spe-
cially targeted by the interventions—younger
women and those with lower incomes. Among
current smokers, a highly significant change
in community norms occurred: at year 5,
women smoking was perceived in the inter-
vention counties as less acceptable than it was
at baseline and in the comparison counties.

We reviewed our findings within the
framework of the PRECEDE model to iden-
tify likely mechanisms for the differences ob-
served in smoking behavior. Among the pre-
disposing attitudinal factors, we presumed
that those smokers most ready to quit did so,
leaving smokers at year 5 with similar levels
of motivation and intention but with less con-
fidence. These attitudinal differences do not
explain the changes in smoking behavior,
because similar changes occurred in both
conditions. However, among the enabling
factors, skills in quitting increased in the in-
tervention counties, as shown by smokers’
quit attempts’ lasting longer and ex-smokers’
having made more quit attempts as reported
in year 5. Changes among the reinforcing
factors also were consistent with this model:
smokers’ perceptions of community norms
concerning women smoking became more
negative, and support for quitting was widely
perceived as easy to obtain by both smokers
and ex-smokers.

We consider that the extent to which the
counties participated in developing and im-
plementing their own annual plan objectives
was an important feature of the intervention.
Although the first-year plans were outlined
by the investigators, second-year plans in-
cluded substantially less input from them,
and the third- and fourth-year plans were for-
mulated almost entirely by the local coali-
tions, a process that was accompanied by an
increase in each coalition’s perceptions of
program ownership.35

This intervention was undertaken in
rural counties in Vermont and New Hamp-
shire, each with a single large town and sev-
eral smaller towns. The small size and rural
nature of these communities may have con-
tributed to the achievement of the community
organization strategy and to program imple-
mentation and effect. The program added re-
sources where gaps were identified, and the
resulting multifaceted program, involving
support systems, health professionals, educa-
tors, worksites, and the media, provided read-
ily accessible targeted cessation resources to
potential quitters throughout both counties. In
addition, the volunteers trained to provide
telephone support also may have tapped into
the informal communication networks among
younger low-income women, encouraging
and helping these women to stop smoking.23,36

The organization of our project was simi-
lar, but not identical, to that of the successful
Neighbors for a Smoke Free North Side proj-
ect. That project had a “nuts and bolts” com-
mittee composed of project investigators and
staff representing each neighborhood wellness
council, which served as a resource and car-
ried out central planning. Each neighborhood’s
wellness council, consisting of neighborhood

TABLE 3—Quit Rates in the Past 5 Years, by Age, Income, Cigarette Consumption,
and Length of Time Since Quitting, Reported at Year 5

Intervention Counties Comparison Counties Pa

Age, y
18–44, % ± SE 26.0 ± 1.7 21.3 ± 1.6 .02
45–64, % ± SE 23.4 ± 2.7 21.8 ± 2.6 .34

Household income, $
≤25000, % ± SE 22.6 ± 2.3 14.6 ± 2.0 < .01
>25000, % ± SE 27.6 ± 1.9 26.4 ± 1.8 .33

Cigarette consumption
<25 cigarettes/d, % ± SE 24.5 ± 1.6 21.4 ± 1.5 .08
≥25 cigarettes/d, % ± SE 29.7 ± 3.2 21.4 ± 3.0 .02

Time since quitting
≥7 d, % ± SE 24.4 ± 1.4 20.4 ± 1.3 .02
≥3 mo, % ± SE 21.8 ± 1.4 18.3 ± 1.3 .03
≥6 mo, % ± SE 19.6 ± 1.3 16.8 ± 1.3 .06

aP values are 1-tailed.
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volunteers and a paid staff member, approved
plans and organized and directed program ac-
tivities. A citywide advisory council provided
linkages to key individuals in the community
and gave advice about implementation.11

In contrast, each COMMIT study site,
as part of the contractual relationship with its
funding agency, was required to accomplish a
set of objectives specified by the national
planning group rather than set its own, al-
though there was some flexibility to accom-
modate local variations.27 In addition, as part
of the COMMIT study’s intervention strat-
egy, smoking cessation resources were ex-
pected to increase within the intervention
communities in response to increased de-
mand rather than to be developed as part of
each community’s program.37

The major limitations to this study were
the nonrandomized design, the inclusion of
only 2 counties in each condition, and the
lack of prior measures of smoking prevalence
in these counties to assess earlier secular
trends. The rural nature of the counties and
lack of ethnic diversity in the study popula-
tion limit the generalizability of the results.
Although smoking behavior was based on
self-report, population surveys are generally
valid in situations such as ours, in which no

connection was obvious between the survey
and intervention activities.38–40

The study’s strengths were having ade-
quate power to test the major hypothesis, a
difference in smoking prevalence; the use of
the same unit of analysis as of allocation, the
4 counties; and the baseline comparability of
the matched counties, especially in relation to
smoking status, education, and income. The
changes in smoking behavior, including
prevalence, cigarette consumption, quit at-
tempts, and quit rates, were internally consis-
tent, and the norm change and perceived ease
of access to support for quitting smoking also
were consistent with program theory and
content. We note that the greater quit rates
among lower-income and younger women
argue against the likelihood that secular
trends account for the results.

We conclude that in these rural coun-
ties, community participation in planning
and implementing interventions that mod-
eled smoking behavior change and provided
widespread local support to help women
stop smoking were accompanied by favor-
able changes in women’s smoking behavior.
We suggest that future community interven-
tions designed to effect reductions in smok-
ing should place greater emphasis on the

provision of a broad range of support for
quitting smoking that is readily accessible to
all smokers.
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TABLE 4—Perceptions of Availability of Smoking Cessation Resources, Program Recognition, and Media Coverage 
of Smoking in Year 5

Current Smokers Recent Ex-Smokersa

Intervention Counties Comparison Counties Intervention Counties Comparison Counties

Availability of (mean ± SE)
Information about smokingb 3.65 ± 0.03 3.47 ± 0.03*** 3.68 ± 0.04 3.41 ± 0.06***
Booklets/pamphlets about 3.68 ± 0.03 3.53 ± 0.03*** 3.66 ± 0.04 3.46 ± 0.05†

smoking cessation
Videotapes about smoking 2.87 ± 0.05 2.52 ± 0.05*** 2.85 ± 0.08 2.64 ± 0.08*

cessation
Smoking cessation classes 3.40 ± 0.03 2.99 ± 0.04*** 3.50 ± 0.06 3.11 ± 0.06***
Support groups for women 3.22 ± 0.04 2.73 ± 0.04*** 3.27 ± 0.07 2.87 ± 0.08***

who had quit
Support from ex-smokers 3.07 ± 0.04 2.59 ± 0.04*** 3.16 ± 0.08 2.68 ± 0.09***
Advice from doctors and nurses 3.78 ± 0.02 3.66 ± 0.02*** 3.84 ± 0.03 3.71 ± 0.04***
Advice from other professionals 3.45 ± 0.03 3.35 ± 0.03*** 3.55 ± 0.05 3.50 ± 0.05

Program recognition and media
coverage (% ± SE)

Organized cessation program 67.5 ± 1.7 22.0 ± 1.4*** 69.1 ± 3.1 18.2 ± 2.6***
for women, % yes

Could name program 82.3 ± 2.2 1.2 ± 1.2*** 85.8 ± 3.1 4.8 ± 4.7***
Breathe Easy, %

Media messages about smoking 71.0 ± 1.8 76.3 ± 1.5*** 67.4 ± 3.0 76.9 ± 3.0**
on television, % yes

Media messages about smoking 70.6 ± 1.7 52.7 ± 1.9*** 75.7 ± 2.8 61.4 ± 3.4***
on radio, % yes

Media messages about smoking 67.7 ± 1.8 56.5 ± 1.7*** 75.3 ± 3.0 69.1 ± 3.2
in newsprint, % yes

aRecent ex-smokers were ever smokers who reported quitting in past 5 years.
*P = .03; **P = 01; ***P < .001; †P < .002 (P values are 1-tailed).
bResponses to each of these items were on a 4-point measure: 1=probably not available, 2=not easy to get, 3=somewhat easy to get, 4=

very easy to get.
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